he concept of the "psychic unity of mankind" 1 has helped us to apply psychiatric theories, research findings, and rehabilitation techniques developed in one cultural setting (the West) to clients immersed in another culture. During the past three decades, however, research findings from cross-cultural psychiatry have demonstrated that individuals' beliefs regarding health and sickness are deeply rooted in the socio-cultural traditions shared by members of their social network. [2] [3] [4] A proper understanding of these differences is, therefore, crucial for clinical assessment, diagnosis, treatment, and conducting research.
Clinicians trained in the West must be wary of applying unfiltered assessment methods and therapeutic techniques to Muslim Americans. As early as 1985, Casas, a leading critic of European based psychological models, made the following observations: (a) current knowledge in behavioral science has relied heavily on conceptually biased research paradigms that address ethnic minorities from a pathological, deviant, and culturally deficient perspective; (b) not enough valid and reliable research has been conducted; often conclusions are simply based on anecdotes and unsubstantiated by any data; (c) researchers have tended to overlook the tremendous heterogeneity that exists within the racial ethnic minority groups. 5 Since the majority in the United States, Europe and Australia comprises a group of M Me en nt ta al l H He ea al lt th h I Is ss su ue es s o of f M Mu us sl li im m A Am me er ri ic ca an ns s
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It has been observed that that almost all theories and data related to contemporary psychology have come from Western populations. Triandis, who received an award for his distinguished contributions to the international advancement of psychology, stated that almost all theories and data of contemporary psychology come from Europeans, North Americans, Australians, and other Westerners; however about 70 percent of the world's people live in non-Western cultures. 12, 13 Browning also pointed out that the various hypotheses and theories, based on the research done in the field of behavioral science, cannot claim to be culture-free as people would like to believe. 14 He further explained that our so-called secular disciplines are never quite as secular as we think. Actually our thinking starts from somewhere and not from absolute objectivity. Our images of what it means to be human are formed first of all by our religio-cultural traditions.
Whether or not people realize it, once they pass judgment on the conduct or behavior of an individual as good or bad, healthy or sick, progressive or retrogressive, useful or dangerous, normal or abnormal, they are using a yardstick of religio-cultural heritage where certain value systems have been determined to be superior to others. 15 Western psychiatry naturally reflects the religio-cultural heritage that shaped Western society and does not always reflect the socio-cultural traditions of Muslim Americans. Also, the use or application of therapeutic techniques developed by Western scholars may not be always suitable. It is therefore necessary that Muslim professionals, especially mental health workers, do not uncritically accept Western ideas and constructs in behavioral science. E El le em me en nt ts s o of f C Cu ul lt tu ur ra al l S Sy yn nd dr ro om me e Triandis attempted to highlight the differences between various cultures by introducing the concept of "cultural syndromes." 16 He identified the following cultural syndromes to illustrate his viewpoint: 1. Tightness: In some cultures minor deviations from accepted norms are criticized, and those who deviate may be punished, while in other cultures only major deviations from norms are criticized. One can easily discern this tendency of tightness in many Asian countries.
2. Cultural Complexity: Certain cultures are more complex due to a multiplicity of religious, economic, political, educational, and social standards.
3. Active-Passive: Certain cultures are characterized by fierce competition, and many people are eager to take the lead. In other cultures cooperation and allowing others to lead are acceptable.
4. Honor: In certain cultures, defending one's honor becomes an overriding factor. Moreover, community members favor the use of aggression to defend one's honor.
5. Collectivism: In some cultures personal goals are very often subordinated to those of the family or tribe. Other communities prioritize personal goals over those of the family and community. Many critics believe that the glorification of individual rights has been overemphasized in Western cultures.
6. Vertical and Horizontal Relationship: In some cultures hierarchy is very important, while in other cultures social behavior is more egalitarian.
Corsini also stated that Western psychologists might have underestimated the therapeutic techniques used in Asian cultures. 17 According to him, psychotherapies address three major levels of health and development: pathological, existential, and transpersonal. In addition, he asserts that therapists in Asian cultures focus more on the existential and transpersonal levels and less on the pathological level. One must emphasize the need for recognition of cross-cultural implications in treating nonWestern clients for it would be counter-productive and nontherapeutic to treat non-Western patients as individuals outside of their family and community contexts.
It is therefore imperative to have a clear understanding of these religio-cultural differences and social customs and values when conducting an assessment or psychotherapy within minority communities.
M Mo os st t P Pr re ev va al le en nt t M Me en nt ta al l H He ea al lt th h I Is ss su ue es s i in n A Am me er ri ic ca an n M Mu us sl li im m C Co om mm mu un ni it ti ie es s Unfortunately, there is a dearth of data in this area. The reason is simple. Only during the past three decades has some attempt been made to provide mental health services tailored to the specific socio-cultural needs of Muslim Americans of various ethnic backgrounds. Only a few treatment centers provide a full range of services. Due to these limitations, we have data available from two sources that we consider reliable. Table 1 shows the psychiatric diagnoses of Muslim Americans, primarily of South Asian ethnicity, but also Middle Eastern and Bosnian ethnic backgrounds. The data are based on 875 clients seen at the Hamdard Center for Health and Human Services in the Chicago area. Table 2 Table 1 presents a brief discussion of the data. A sharp contrast exists when we compare the prevalence of psychotic disorders among our group (5 percent) and the data available for Euro-Americans (12.7 percent), Latino Americans (17.6 percent), or Southeast Asian Americans (22.4 percent). 3 Also, our data do not support the widely accepted hypothesis that South-Asian Americans tend to somatize their psychological problems and thus transform their mental health problems into physical complaints. Adjustment disorder is 43 percent, which is understandable because South Asian Americans have to go through a process of adaptation, acculturation, and integration, all of which may give rise to issues related with adjustment disorder. Substance abuse is only 4 percent; this would indicate that the clinicians working with South Asians have not encountered drug abuse issues very often.
A review of the data in Table 2 reveals that the highest reported category for Muslim adolescents was adjustment disorder. This certainly confirms the general impression of Muslim clinicians that young Muslim Americans experience difficulty trying to resolve conflicting value systems. Problems in the area of attention deficit and hyperactivity disorder (ADHD) were the second most frequently reported problem at 16.5 percent. We, however, seriously doubt whether this figure really represents the true picture, because many psychologists and psychiatrists have raised serious concerns about the issue of overdiagnosis in this category. 18 Violent behavior at home, at school, or in the community is just 5 percent, and drug abuse is only 3 percent. These figures in the area of violent behavior and drug abuse are surprisingly low, especially when compared with Euro-Americans. The data presented in Table 1 and Table 2 are based primarily on the clients who went to Muslim Mental Health or Social Service Centers to seek help. Therefore, since they reflect treated prevalence, they do not reflect prevalence in the community. Given this, we cannot claim this reflects the clinical picture of all Muslim adults or youths in America. We must emphasize that the figures given for other ethnic-cultural groups of Americans are based on epidemiological studies. 3 M Ma aj jo or r I Im mp pe ed di im me en nt ts s i in n T Tr re ea at ti in ng g M Mu us sl li im m A Am me er ri ic ca an ns s Studies on ethnic minorities have consistently pointed out that even when mainstream agencies offer a full complement of mental health programs, they are significantly underutilized or not utilized at all by ethnic minorities, including African-American and Hispanic clients. Our data further substantiate these findings. Some of the major impediments that South Asian and other Muslim Americans face when seeking help for mental health problems follow:
1. The lack of understanding and awareness about mental health issues by these groups is a major drawback.
2. Difficulty in speaking and understanding English tends to be another barrier.
3. The lack of familiarity with the concept of counseling or psychotherapy poses major problems in the treatment of clients.
4. Many clients have strong reservations about modern psychiatry, and some still seek out traditional healers 5. The lack of culturally competent mental health professionals further compounds the problems of assessment and treatment.
6. Issues of social stigma and family honor prevent many clients from seeking treatment.
E Ef ff fe ec ct ti iv ve e T Th he er ra ap pe eu ut ti ic c A Ap pp pr ro oa ac ch he es s Muslim mental health professionals and community activists in America's South Asian communities have realized that these impediments discourage Muslim clients from seeking professional help, causing them and their families to suffer unnecessarily and possibly even allowing their mental health problems to become unmanageable. Precisely because of these concerns, Chicago's Hamdard Center for Health and Human Services and other agencies with similar missions were established. Based on our extensive experience with Muslim Americans and with the general population, we feel confident in stating that the following therapeutic approaches have been found to be most effective when dealing with Muslim American clients:
1. A more active and structured approach with clients is effective. A nondirective approach, such as the one proposed by Carl Rogers in 1951, will not work. 19 2. It is vital to educate clients about the nature and purpose of psychotherapy. Therapists must explain and illustrate how psychological and emotional stresses can produce anxiety and depression.
3. In the early stages of counseling, after clients have developed the therapeutic relationship, they expect, and sometimes demand, frequent access to the therapists.
4. Sometimes clients expect therapists to help them resolve many other problems that might be unrelated to their mental health issues. Therapists must respond to these requests in a sympathetic manner.
5. Rehabilitation of clients is more effective when done within the natural fabric of the client's own community.
6. In comparison to the Euro-American community, a more aggressive community outreach is required in the Muslim American community.
7. When clients have the support of their family, friends, and community (e.g. community centers and religious leaders), the outcome of the treatment is positive and lasts longer. R Re ec co om mm me en nd da at ti io on ns s a an nd d C Co on nc cl lu us si io on ns s One cannot overemphasize the pressing need to establish more multicultural and multilingual centers that are tailored to address the mental health problems of Muslim American communities. Muslim American clinicians must revise current assessment tools to make them language appropriate and culturally sensitive. We recommend that more research is needed to show how mental health issues of Muslim Americans of various ethnic backgrounds differ from and how they are similar to those of their nonMuslim counterparts in those ethnic groups. In addition, it must be stated that not all Muslim American families are religious and traditional. Some Muslim families are intact, while others are not due to divorce or separation. Some Muslim American families live in extended families, and some live as nuclear units. No research has been conducted to show how these different family structures affect the type of stress encountered, generate conflicts, or affect the support network available. While considerable research has been done to understand and explain the problems of the acculturation process and its possible impact, almost no data exist to determine what special problems confront Muslim Americans. It is worth exploring whether religious and socio-cultural factors have been major impediments to integration and why some people develop chronic ethnic-identity problems and others do not.
